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DYSPHAGIA WITH DISORDERS OF THE HEART 
AND GREAT VESSELS 


Dysphagia has been described in the following 
cardiovascular conditions: (1) dilation of the left 
auricle (usually with mitral stenosis); (2) peri- 
carditis; (3) saccular aneurysm; (4) dissecting 
aneurysm; and (5) anomalies of the aortic arch or 
of the great vessels springing from it. The difficulty 
in swallowing is usually related to direct pressure 
on the esophagus but marked compression frequently 
exists without any interference with deglutition; in 
fact dysphagia in cardiovascular disease is a rare 
event. The term “Dysphagia” has been applied in the 
literature not only to actual difficulty in swallowing 
but also to pain on swallowing without any feeling 
of obstruction. Dysphagia may be due to compres- 
sion or to spasm. Symptoms may be persistent or 
transient. 


Dysphagia from Pressure of Dilated Left Auricle. 
Great dilatation of the left auricle with mitral 
stenosis is the subject of a voluminous literature; 
large auricles in relation to recurrent laryngeal 
nerve palsy and to hoarseness have been especially 
discussed. Kovacs and Stoerk described the rela- 
tions of the esophagus to cardiac enlargement and 
pointed out that compression practically never gives 
rise to dysphagia because of the elasticity and 
motility of the tube. The left auricle impinges, when 
enlarged, directly on the esophagus as well as up- 
ward against the bronchi. Radiograms have often 
confirmed the compression of the esophagus by an 
enlarged left auricle. Bland, Balboni and White 
described the extraordinary capacity attained by 
dilated auricles: more than a liter has been reported 
in several cases, but clinical dysphagia from this 
cause is excessively rare, Aside from our own case, 
we have found only a few instances in the literature. 
One of these for a year had difficulty in swallowing 
even water. Roentgen ray demonstrated definite 
arrest of the barium in a dilated esophagus above the 
point of pressure. In another case there was diffi- 


culty only on excitement or exercise, but the 
Roentgen ray showed delay in the passage of barium. 
Notkin, in a clinical abstract of 70 cases of big 
auricle with hoarseness, found no mention of dys- 
phagia and in the Index Medicus from 1927 to 1939 
there is only one suggestive title, unfortunately not 
accessible, in a Czech journal. Our patient, a Chinese 
waiter 87 years of age, complained of shortness of 
breath, pain and difficulty in swallowing. Frequently, 
8 or 10 minutes after swallowing, he would regurgi- 
tate a portion of the food, which did not taste sour. 
For a time the symptoms subsided, but recurred and 
persisted. He presented the signs of mitral stenosis 
with great enlargement of the heart. There were no 
signs of pulmonary edema or of congestive failure. 
With rest and venesection he improved rapidly: 
within a few days dysphagia was less marked and 
at times disappeared. It was our impression that the 
dysphagia was due to spasm of the esophagus second- 
ary to pressure by the enlarged auricle rather than 
to actual obstruction. 

Dysphagia with Pericarditis. Most textbooks in- 
clude dysphagia among the possible symptoms of 
pericarditis but give no detailed data. It seemed of 
interest, therefore, to turn to the periodical litera- 
ture. Smith and Willius, in a clinical analysis of 113 
cases of pericarditis, make no mention of dysphagia 
nor do Camp and White in a study of 106 cases. 
Harvey and Whitehill in a recent article on tubercu- 
losis of the pericardium also have nothing to say on 
trouble with swallowing. In the Quarterly Cumula- 
tive Index from 1927 to 1939 we found only one 
allusion to the subject: a brief report by Rutherford 
of an old woman with dry pericarditis who had 
severe pain on swallowing which disappeared as she 
got well. Capps makes no allusion to dysphagia in 
his monograph on pericardial pain. Although there 
is some mention of this subject in the older litera- 
ture, one may conclude that dysphagia with peri- 
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carditis seems to be a rare event. Actual difficulty 
in swallowing probably occurs only when the 
esophagus is compressed by a large effusion; hence, 
in the presence of pericarditis, dysphagia may be 
of practical diagnostic importance as to the amount 
of fluid. 

Dysphagia with Saccular Aneurysm. Dysphagia is 
recognized by all to be a frequent symptom with 
saccular aneurysm. Here again even with marked 
compression of the esophagus there is often no com- 
plaint of trouble on swallowing. Stokes nearly a 
hundred years ago discussed this subject. He noted 
that dysphagia, though not uncommon, is less fre- 
quently observed than compression of the air pas- 
sages. He never observed it with aneurysm of the 
ascending arch but did with sacs of both transverse 
and descending aorta. Occasionally dysphagia was 
the patient’s sole complaint. He remarked that the 
discomfort on swallowing “Is commonly referred 
to the middle third of the sternum, but may be felt 
lower down. And in the same case, as has been 
shown by Doctor Law, it may be referred, success- 
ively, to different portions of the tube — now at the 
top of the sternum, and again to the epigastrium.” 
This observation we have verified in connection with 
pain produced by experimental distention of the 
esophagus. “The difficulty of deglutition varies from 
complete dysphagia, which is rare, to the slightest 
feeling of obstruction; generally fluids are most 
easily swallowed. The sensation may be merely one 
of pain... The attempt to swallow often produces 
a paroxysm, compounded of retching, convulsive 
hiccough, laryngeal cough, and dysphagia.” Nothing 
worthy of note has been added by subsequent writers. 
Powell observed cases of aneurysm in which an 
actual perforation of the esophagus occurred with- 
out preceding dysphagia. Balfour suggested that 
slight difficulty in swallowing arose from some inter- 
ference with esophageal innervation rather than 
from actual compression. Osler felt that actual 
compression was unusual and that dysphagia was 
due to spasm via the vagus. In our own material 
are two cases of aneurysm in which dysphagia was 
a notable symptom. In one the patient was unable 
to swallow solid food and liquids went down only 
with difficulty; at autopsy, there was an aneurysm 
of the descending arch, compression of the trachea, 
and a false aneurysm with infiltration of blood about 
the esophagus. In the second case, the man com- 
plained of both discomfort and difficulty on swallow- 
ing; post mortem, there was aneurysmal dilation of 
the ascending, transverse and descending thoracic 
aorta with erosion of the aneurysm into the medi- 
astinum and esophagus. In Stokes’ most striking 
case, also a man with severe prolonged aneurysmal 
dysphagia, there was found at autopsy a large false 
aneurysm with the esophagus “strongly compressed 


by this tumor.” It appears that mild dysphagia, 
usually due to reflex esophageal spasm, is common 
with aneurysm and of no serious import: severe 
persistent dysphagia seems to indicate false aneu- 
rysm, or threatened rupture into the esophagus; 
in brief, a condition of the greatest gravity. Such 
dysphagia in the presence of aneurysm has, there- 
fore, considerable diagnostic and prognostic 
importance. 

Dysphagia with Anomalies of the Great Vessels. 
Dysphagia with right-sided arch, double aortic arch, 
and aberrant right subclavian artery has been so 
well described and the mechanism is so simple that 
we shall make only brief reference to it here. The 
papers of Arkin and of Metzger and Ostrum may 
be consulted for excellent radiograms and diagrams 
of the anomalies. Suffice it to say that the aberrant 
vessel causes the symptoms by compression or dis- 
placement of the esophagus from behind. Diagnosis 
can often be made by Roentgen ray and the paper 
by Arkin is especially thorough from this standpoint. 

Dissecting Aneurysm. Pressure on the esophagus 
by the false sac must be a common event in cases 
of dissecting aneurysm, but clinical dysphagia rarely 
occurs. General statements about trouble with 
swallowing are to be found but specific case reports 
are rare. We have looked up the reports of 60 cases 
in recent papers without finding definite mention of 
difficulty on swallowing. It may be that dysphagia 
is overshadowed by other more desperate symptoms 
such as pain and collapse, or perhaps inquiry is not 
usually made. At any rate, dysphagia plays no 
important part in the symptomatology of dissect- 
ing aneurysm, although careful questioning as to its 
presence would be of interest in suspected cases and 
might help in differentiating from coronary occlusion. 


SUMMARY 

1. Dysphagia may occur in connection with the 
following disorders of the heart and aorta: Dilated 
left auricle, pericarditis, saccular aneurysm, dis- 
secting aneurysm and anomalous aortic arch. 

2. While pressure on the esophagus is common 
with all these conditions, clinical dysphagia occurs 
very rarely except with saccular aneurysm and 
anomalous aortic arch. 

3. Difficulty in swallowing with pericarditis sug- 
gests a large effusion. 

4. Marked dysphagia with aneurysm suggests a 
false sac or huge lesion with threatened rupture. 

5. Dysphagia in a supposed case of coronary occlu- 
sion should arouse suspicion of dissecting aneurysm. 


Arthur L. Bloomfield, M.D. 
San Francisco, California 
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